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GENERAL INSTRUCTIONS:
PLEASE PRINT LEGIBLY.

Please fill out the requisition form COMPLETELY. Delays in processing the specimen or
reporting results may occur if information is incomplete.

Each specimen submitted to the Public Health Laboratories (PHL) must be clearly marked
with an identifying name and/or number for positive identification.

Send specimens to the PHL as soon as possible to help ensure valid test results.

All specimens being shipped must meet IATA (International Air Transport Association) regula-
tions for packaging and labeling of packages for transport of diagnostic specimens. It is the
shippers responsibility to ensure that packages being shipped meet these regulations. Cop-
ies of the regulations can be obtained by contacting the Mail Room: (206) 361-2865.

Specimens mailed with insufficient postage will not be delivered by the Postal Service.

This form replaces: Form Number
Enteric Bacteriology DOH 302-001
Parasitology DOH 302-002
Mycobacteriology (TB) DOH 302-004
Reference Bacteriology - Legionella Culture - DFA DOH 302-012
Reference Bacteriology DOH 13-175
Nose and Throat Specimens DOH 305-003

Do NOT use this form to submit specimens to the STD (including Chlamydia) or Virology
Laboratories. Separate forms are available by calling (206) 361-2865. Using the incorrect
form may delay processing of the specimen.

Do NOT use this form to submit specimens for Rabies, Water Bacteriology, Food Bacteriology
or Biotoxins. Separate forms are available by calling (206) 361-2865. Using the incorrect form
may delay processing of the specimen.

For further information, or to obtain additional requisition forms or collection kits, please
contact the PHL Mail Room at (206) 361-2865.
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Information marked with an asterisk (*) is needed for specimen identification and for decisions about appropriate testing.




